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Prepaid Dental

Good news about dental benefits for employees of
DEERPARK, CITY OF (PLAN C300}

A Dental Plan Means Healthy Smiles

Because you are a valued employee, we are pleased to offer you the opportunity to enroll in a
dental benefit pian provided by United Dental Care of Texas, Inc. and administered by Union
Security Insurance Company. This prepaid dental plan offers benefits through a network of Plan
Dentists. When you enroll for benefits, treatments you receive from your selected Plan Dentist will
be provided at reduced fees called copayments. For your information, a partial list of frequently
used dental treatments is included.

Plan Features

« No Deductibles

= No Waijting Pericds

« Coverage for Pre-existing Conditions

« No Claim Forms to File for Pian Dentist and Plan Spacialty Dentist Services
« No Referrals Required for Specialty Dentist Services

« No Annual Maximum for Plan Dentist and Plan Specialty Dentist Services

important Enroliment Information

To enroll, just follow three simple steps:

1. Select a general dentist from the Directory of Dentists for yourself and every eligible member of
your family. Each family member may choose a different Plan Dentist. You must select a Plan
Dentist to receive services. Except for certain Speciaity Dentist services, all services must be
performed by this seiected Plan Dentist. You may change your Plan Dentist(s} throughout the
Flan Year in accordance with the provisions of the group agreement. However, all services
must be performed by a Plan Provider,

2. Compiste the enclosed enroliment form, being sure to include the Dental Faciity Number of
gach Plan Dentist selected.

3. Return your completed enroliment form to your Personnel Department or Benefits Manager
authorizing payroll deductions for your coverage.

Finding a Provider

You can find a dentat provider in the Heritage Series Provider Network by visiting our web site at
www.assurantemployeebenefits.com, clicking on the “Provider Search” iink, and then selecting
Heritage Series. Availability of Plan Dentists and Plan Speciaity Dentists varies depending on
iocation.

if you have any questions, call Customer Service at 800.443.2995.

Benefits are provided by United Dental Care of Texas, Inc. and administered
by Union Security Insurance Company. United Dental Care of Texas, Inc. is
a Dental HMO (Health Maintenance Organization) or DHMO.

GDSA Form Mo, BDC-GDSA-TX
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Savings You Can See

Monthily Payroll Deduction’

o E 100 0N L L OO OO OO PO OO O TS $10.74
EMployee + T Depanuent .ot nei st e s e LS n e e RS R e v R SRR AR r S $17.29
T oYL - 1o Y VSRS UR PP $26.37

"May be changed according to the terms of the Group Dental Service Agreement. Cost inciudes the Specialty
Benefit.

The following is a list of commonly used dental treatments. It is not the Evidence of Coverage. After you enroll, a
compiete list of copayments will be provided to you along with your Evidence of Coverage.

Secure Plan
1. Plan Dentist Services

The denta! services listed in the following schedule are covered only when provided by the Member's selected Plan
Dentist. The Member will be responsible for paying the amount listed in the "Member Copayment” column (plus any
applicable lab fees™) at the time the service is received, or in accordance with the selected Plan Dentist’s billing
procedures. To fully understand the benefits, exclusions and iimitations of this plan, the Member should consuit the
Evidence of Coverage. The Plan Dentist is permitted to charge the member for any missed appointments if the
Member fails to give at ieast 24 hours notice. The charge may not exceed $25.00.

Services marked with a single asterisk () below also require separate payment of laboratory charges. The
laboratory charges must be paid to the Plan Dentist in addition to any applicable copayment for the service.

Payment for each service of a Non-Plan Denlist (at that dentist's normal retail charge) is the responsibility of the
Member, except for Plan Benefits for covered dental Emergency Services,

2. Plan Specialty Dentist Services
See the enclosed Specialty Benefit Copayment Schedule.

ADA Member

Code™ Service Description™ Copayment
Appointments

None Office visit - during reguiany SCREAUIE HOUIS™ ..., oo e o st err e b s 18.00

DO12C Periodic oral avaluation - established PAHEIIE . ... . e re e No Charge
{once in any 6 calendar months)

D0140 Limited oral avaluation - PrOBIBI fOCUSBE ..ot et R 25.00

00150 Comprehensive oral evaluation - new or established patientt...... Ne Charge
{once in any 8 calendar months)

DO160 Detailed and extensive oral evaluation - problem foCUSEH, BY TBPOM ... 20.60

D070 Re-evaluation - imited, problem focused {established patient; not post-operative Vi) 20.60

00180 Comprahensive pericdontal evaluation - new or astablished Palient ... 20.00

D310 Consultation - diagnostic service provided by dentist or physician other than requasting dentist or physician ... 70.00

D9440 Office visit - after regUIATTY SCREUUIE NOUS ... iv.. oo eme b L ek b 0 40.00
Diagnostic Dentistry

06210 Intraoral - complete series (AciUding DREWINGSTT oo s 5.00
{once In any 3 calendar years)

Do220 intraorat - periapical first BIML. oo e e b No Charge

£0230 Intraoral - periapical each additional film No Charge

D0240 Era0ral - QOCIISAL T .. e e e e e e No Charge

00250 EXEORA] = FESE T e No Charge

00280 Extraoral - each additional fim ... No Charge

00270 BHEWING - SINGIE TIM v eb 38501 No Charge

Continued On Next Page
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ADA Member

Code™ Service Description™ Copayment

D0272 BIBWINGS - B0 FIIMISY ..ot bt 11 e e Ne Charge
{once in any 6 calendar months)

D274 B EWING S = JOUT TIMIST L e et L L R e No Charge
{once in any & calendar months}

DozZ77 VErCal BIERWINGS = 710 B ImIS e et b b e e e No Charge

D0330 P ANOTAIMIC T oottt 1 L RS 5.00
{once in any 3 calendar years)

D0415 Collection of migroorganisms for cdliure and sensitivity No Charge

Do4zs Caries susceptbility 18818 .o No Charge

00466 PUID VITBIY TBSIS 1ottt ettt et s s No Charge
Preventive Dentistry

D110 Prophylaxis « 8dUll ..o BSOS TSOTOPYPUORPPOON 5.00
(once in any 6 calendar months)

01120 PIOPRYIANIS = CRITE . ..t b bbb LR 04050 s 5.00
(once in any € calendar months)

D1203 Topical application of fluoride - child............. s e MO Charge

D310 Nutritional counseling far control of denial disease No Chargs

D1330 Oral hygiane NSIUCHONS .o No Charge

£1351 SEAIANE - DB OOIN iR e b 15.00

D1510 Space maintaingr - fixed - UNIBIETAIT ... s e s

D1515 Space Mmairtaingr - X8 - BHAIBIAI ... e et e
D1520 Space malniainer - removable - UNIBIETAT" ... i s
D1525 Space maintaingr - removable - BHAIETAIT ..o s e e
D1550 Re-cementation of Space maiNkainaT .. s

None Additional prophylaxis (01118 or D1120 service does not apply to patients with periodontal disease)™

Restorative Dentistry

D2140 Apnalgam - one SUrface, PrMArY OF DEIMANENE. . i i e e bbb eS8 L ess 0 e
D2150 Amalgam - two surfaces, primary or permanent............ion

D260 Amalgam - three surfaces, primary or permanent.........ccue

02161 Amalgam - four or more surfaces, primary o permanent

D2330 Resin-based composite - 0ne SUMACE, AIBLIOT ... e
D2331 Resin-based CoMPOSIE - WO SUMTACES, BTEIHOT ... e e e
D2332 Resin-based composite - three surfaces, antarior ...

D2335 Resin-based composite - folir or more surfaces or involving incisal angle {anterior)

D2391 Resin-based composite - one surface, POSIEION ... et

02392 Resin-basad composite - two surfaces, posterior...

02393 Resin-based composite - three swrfaces, posterion......e,

02394 Resin-based composite - four or more surfaces, posterior

02510 Inlay - metallic - one surface®

02520 inlay - metallic - two surfaces® .. )

02530 Inlay - metallic - three or more surfaces .................................................................................................................................................
02542 Onlay - metallic - two surfaces™

02543 Onlay - metallic - three surfaces™

Dz544 Onlay - metallic - four of more sufaces™ .,

02610 inlay - porcelain/ceramic one swrface™ ..

(2620 Inlay - porcelain/ceramic two surfaces™ ...,

02630 inlay - poreelain/ceramic three or more surfaces™

02740 Crown - BOIGEIAINICEIAMIC SUBSITEIE™ ... ittt oo LSRR
02750 Crown - porcefain fused 10 high RODIE META . e
D2751 Crown - porcelain fused to predominantly base metal”

D2752 Crown - porcelain fused to noble matal .

D2790 Crown - full cast high noble metal™ ...

02791 Crown - tuil cast predominantly base metal® ...

02732 Crown - full cast noble metal®... .

02910 Recement inlay, onlay, or part:al coverage resioration

Dz920 RBOBIMIENE CEOWIY ..ottt eeee e ee et e et et s s es s s oo s L1 114448 E Do b e e an b1 e e
02830 Frefabricated stainless steel crown - primary tooth

02940 SBABIVE TN ..ot e et e
D2gst Core buildup, INCIUTING B PINS ... ittt ens Lo ees e S e bbb

Continued On Next Page
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ADA Member

Code™ Service Description*™ Copayment
02951 Pin retention - per tooth, in addifion 1o FESTOrAHON ... o e e e
02552 Post and core in addition to crown, indirectly fabricated”
02954 Prefabricated post and COre In @0IOn 50 CFOWI L1, v a1 et 4 g e
02362 Labial veneer (porcelain [aminate] - JaD0TEI0IY ... i e by
02980 Crown repair, BY FEROM e
Nene TR0 Ay N e e e e e
Endodontics
03110 Pulp cap - direct (xCIdIng fiNal FESIOTALIONY ... e e ettt ettt 20.00
03120 Pulp cap - indirect (excluding final restoration]. ..o i 20.00
03220 Therapeutic pulpotomy (excluding final restoration) - removal of pulp coronal fo the dentinocemental Junction and application
OF MBAICAMEBNT ..o i b0 a8 £ et
DG Endedantic therapy, anterior tooth (excluding final restoration)
03320 Endodontic therapy, bicuspid tooth {excluding final restoration)
03330 Endodontic therapy, molar (exciuding final restoration) ...,
D3346 Retreatment of previous root canal terany = BNEETION ...ttt ek
03347 Retreatment of previous root canal terany - BICUSDI ..o e st e s e s
03348 Refreatment of previous root canal therapy - molar
£3410 Apicoectomy/periratiCular SUTGETY - BMEION ... oo e e
03421 Apicoectomy/periradicular surgery - bicuspid (first root)
03425 Agicoectomylperiradicular surgery - molar {firstro0f) .. s
D3425 Apicoectomy/periradicular surgery - {each additional Foot) ...
[3430 RetrOGrade fHNG - DBI TOO .. ittt e ee e e s e ee o888 4 2R L1 b3 bR R e
03450 ROOE BMPULATION = BB T00L.....ot it et L1000
D3920 Hemisection (including any root removal), not inciuding root canal tNEFADY ..o 85.00
Periodontics
04210 Gingivectomy or gingivoplasty - four or more contiguous teeth or footh bounded spaces per quadrant ...,
D4211 Gingivectomy or gingivoplasty - one fo three contiguous teeth or tooth bounded spaces par quadrant........ore s
04240 Gingival flap procedure, including root planing - four or more contiguous teeth or tooth hounded spaces per quadrani ...
D4241 Gingival flap procedure, including roct planing - one to three contiguous teeth or tooth bounded spaces per quadrant...........
D4260 Usseous surgery (including flap entry and closure) - four or more contiguous teeth or tooth bounded spaces per quadrant
D4261 Usseous surgery (including flag entry and closure) - one to three contiguous teeth or tooth bounded spaces per quadrant
D4320 Provisional Sphnting - INIFECOTONAL ... e o bbb s
D4321 Provisional splinting - extracoronal ...
D4341 Periodontal scaling and roof planing - four or more teeth Par QUATTENT ...
D4342 Periodontal scaling and roof planing - ong {0 three [Beth Per QUAATANT..... e s
04355 Fuli mouth debridement to enable comprehensive evaluation and diagnosis
B4910 P RrIOTONEA MNBINIEIANCE ... ottt etttk et e ekttt b
None Periodontal NygIENe INSIrUCHONS™ . . . i e b b 5.00

Prosthodontics, removable

D510 COmMPIBIE QanTUIE - TAXITAIY® et e et a8 rad a0
05120 Complete denture - mandibular®....
05130 Immediate denture - maxilary™.
05140 Immediate denture - MantiBUIRI™ | e
C&211 Maxiliary partial denture - resin base (including any conventional clasps, rests and teeth) ...
Lsz212 Mandibutar partial denture - resin base (including any conventional clasps, rests and teeth)”
05213 Maxillary partial denture - cast metal framework with resin denture bases (including any conventional clasps, rests and

BB s R LR Rt 425.00
D5214 Mandibular parfial denture - cast metal framework with resin denture bases {including any conventional clasps, rests and

BRI L bR e RN e
05419 Adiust complete danture - MaxilarY. ...
05411 Adiust complete denture - mandibular
05421 Adjust partial denture - maxillary o
05422 Adjust partial denture - MANAIRHE ... et e
05510 Repalr broken comPIBIE QBNTUIE DASE™ ...ttt n s 50.00
05610 Repair resin denture base* .
05620 REPEIN CASETTAMBWOIK™ ... 0 e et
05630 REPEIr O FERIECE DIOKEN CRSDT .. i e e 55.00
05640 Replace Broken 181h - Per I00IT e e e 55.00

Continued On Next Page

Prepaid - page 4 04/05/2012 22:32:59 2670040/1



ADA Member

Code** Service Description™ Copayment

D5650 Add tooth 0 existing partial danturE™.

05730 Reline complete maxillary denture (chairside).......

D731 Reline complate mandibular denture (chairside} ...

D5740 Reline maxillary partial denture {chairside} .......

D5741 Reline mandibular partial denturs {chairside}........

D5750 Reline complete maxiliary denture (laboratory) ..o

D5751 Refine complete mandibuiar denture (BBOTAIONYT ...t

05760 Reling maxillary partial denture (JaBOFAI0NYF i e s

05761 Relfine mandibular partial denture {laboratory}”.

05850 Tissue conditioning, maxiflary ..o,

05851 Tissue conditioning, mandibular ...

D5862 Precision AlACKIMENE, DY FBPOTT .o e e e b0 e
Prosthodontics, fixed

L6210 Pontic - Cast NG MODIB MBI .. et e e

6211 Pantic - cast predominantly base metal® ...

D622 PO - CASE OB IHBEAI L sttt et e et e e s bt b et b e8RS R4 e s

26240 Fontic - porcelain fused 10 high 10818 MELAIT ..o e s e e e s

D6241 Pantic - porcelain fused to predominantly base metal”.

D242 Pontic - porcelain fused 10 nODIE MBIAE ... e s

06251 Pontic - resin with predominantly BEse MBLAI ... s

08545 Retainer - cast metal for resin bonded fixed prosthesis®

D6721 Crown: - resin with predominantly base metal® ...

D&750 Crown - porcslain fused to high noble mefal® ...

Da751 Crown - porcelain fused to predominantly base metal”.

DG752 Crown - porcelain fused to noble matal® .o,

D&780 Crown - 304 cast hgh nDIE MBLAIT ... s

06790 Crown - fUll Cast HIGR RODBIE MBLAIY . e et e

D671 Crown - full cast predominantly base metal® ...,

De7e2 Crown - ulf cast NOBIE MELAIT ... e

DEY30 Recement fixed parfial denture. ..o

D6940 SHress Dreaker o

DBY50 Pracigion attaChment e

D6980 Fixed partial denfure rEDaI, DY TBIOIT i i ere et eea e Lo e

None Resin bonded Dridge pontic, DEF UM (M) o e oo e e e b b e b

Qral Surgery

D711 Exiraction, coronal remnants - decidUBUS TOOTN ..o i e
D7140 Extraction, erupted tooth or exposed roct {elevation and/or forceps removall.. ...

07210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal fiap and removal of bone and/or section of tooth

D7220 Removal of impacted 100th - SOM HSSHE .o e

D7230 Removal of impacied tooth - partially bony
D7240 Removal of impacted tooth - complately bony. ...
D7241 Removal of impacted tooth - completely bony, WHh unusua\ surgncaé comp\icahons
D7250 Surgical removal of residual tooth roots {cutting prosedure) ..
D7270 Taoth reimplantation and/or stabifization of accidentally evulsed or déspfaced toath

D7280 Surgical accoss 0f 80 UNeruntad 100Mh ...
D7310 Alveoloplasty in conjunction with exiractions - four or more teeth or tooth spaces, per GUadrani............
D7320 Alveoloplasty not in confunction with extractions -four or mare teeth or tooth spaces, per quadrant.,

07510 Incision and drainage of abscess - infracral SO/ ISSUE ...

D7960 Frenuiectomy {frenectomy or frenotomy) - SPAIELE PIOCBOLIE ... i e

QOther Services

D110 Paltiative (emergency) treatment of dental pain - MINOr Procedure ...

09220 Deap sedation/general anasthesia - first 30 mINULES ..o oo,

D230 Analgesia, anxiolysis, inhalation of Ntrous OXIGE ...

9241 infravenous consclous sedationfanalgesia - first 30 minutes ...

09247 Infravenous conscious sedation/analgesia - each additionat 15 minutes

09940 Qcclusal guard, DY 1eport™ e
09851 Oeclusal adJustmEnt - HMIBA .. e e e d SR e
D895z Qcclusal AQJUSIMENT « COMPIBLE oot s

Continued On Next Page
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ADA Member

Code™ Service Description™ Copayment
Bleaching
Dyg7e EXIBMAl DIBAGIING = DBE BIGI 11 e e e bR L L e e e 175.00

This is a sample Member Copayment Schedule only. 1t is not an Evidence of Coverage. Please see the Group Dental
Service Agreement, Evidence of Coverage, and Copayment Schedule, which determine all rights, benefits, and
applicable limitations and exclusions.

Listed copaymeants apply only te Plan Dentists who perform the correspending listed services. The Plan Dentist selected
by the Member may not perform all listed services. Plan Specialty Dentists may not perform or offer all services listed.
Avallability and participation of Plan Dentists and Plan Specialty Dentists are subject to change.

= Current and prior versions of the Current Dental Terminology (CDT) codes (in the ADA Code column) and descriptors
{in the Service Description column) are copyrighted by the American Dental Association (ADA) and are used by
nermission. Current Dental Terminology © American Denial Association.

“** Service does not have an American Dental Association Current Dental Terminology code or descriptor.

*More often if medically necessary as determined by attending Plan Dentist.
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Specialty Benefit

Copayment Schedule for the Heritage Series

How Your Specialty Benefit (SB) Works

Should you need the services of a specialty dentist, you may receive those services without a referral from your Plan Dentist,

To find a Plan Specialty Dentist (S8 or Non-SB), refer to the provider directory. SB Plan Specialty Dentists are indicated with "SB",
Al other listed specialists are Non-SB  Plan  Specialty Dentists. Or, you may visit the web site at
www.assurantemployeebenefits.com (click on Provider Search, and then cn Heritage Serigs). For more informaticn about the SB
plan or for assistance in finding a Plan Specialty Dentist, call Customer Service at 800.443.2665.

If you use an SB Plan Specialty Dentist {z specialty dentist who is a part of the pian provider network and accepts SB copayments)
for a service listed on the schedule below, you will pay the corresponding Member Copayment shown in the “SB Specialty Dentist
Copayment’ column at the time of service,

All other services obtained from an SB Plan Speciaity Dentist, and all services obtfained from a Non-SB Plan Speciality Dentist {a
specialty dentist who s a part of the plan provider network but does not accept SB copayments), will be provided o you at &
reduction in that Plan Spedialty Dentist's normal retail charges. A 15% reduction applies if that dentist's specialty is endodontics. A
25% reduction applies if that dentist has any other type of specialty, including but not limited to orthodontics. You will be
responsible for paying the entire reduced charge at the time of service or in accerdance with that Plan Specialty Dentist's billing
procedures,

If you choose to go to a Non-Plan Specialty Dentist {a specially dentist who s not part of the plan provider network), you may still
receive bensfitst

if vou obtain a service listed on the schedule below from a Non-Plan Specialty Dentist, you will be responsible for paying that
specialty dentist's entire normal retail charge for the service at the time of service or in accordance with that specialty dentist’s
hilling procedures. You may then submit a complated claim form, with an itemized bill attached to United Dental Care of Texas, Inc.
{You may obtain claim forms by contacting Custemer Service at §00.443.2985.) United Dental Care of Texas, Inc. will reimburse
you the lesser of (a) the corresponding amount shown in the “Maximum Reimbursement with a Non-Plan Specialty Dentist”
column of the schedule below or (D) the amount charged by that specialty dentist for service.

Payment for any other service of a Nan-Plan Speciaity Dentist, at that speciaity dentist’s normal retail charge, is your responsibility,
except for Plan Renefits for covered dental Emergency Services.

Annual Maximum Benefit
There is no annual maximurm benefit for services of an SB or Non-SB Plan Specialty Dentist. For services of a Non-Plan Speciaity
Dentist, there is a $2,000 annual maximum benefit,

ADA SB Plan Specialty Maximum
Code™  Service Description™ Dentist Reirmbursement with
Copayment A Non-Plan Specialty
Dentist
Appointments
D0140 Limited oral evaluation - problem focusSet. i s 3500, s 20.00
00150 Cemyprehensive oral evaluation - new or established patienth ..o 4500 . 25.00

{cnce in any 6 calendar months)
{may only be obtained once in any six calendar months, except for medically necessary more frequent prophylaxis as determined by
Member's Plan Dentist)

D060 Detailed and extensive oral evaluation - problem focused, by report B7.00 e 45,60
DO170 Re-evaluation - fimited, problem focused (established patient, not post-operative

WIBIE] oottt ses e 3500, 25,00
00180 Comprahensive periodontal evaluation - new or established patient.... B000. 50.00

Endodontics
D3320 Endadontic therapy, bicuspid tooth (excluding final restoration)
03330 Endedontic therapy, mofar (excluding final restoralion) ...

Continued On Next Page

Prepaid - page 7



SB Plan Specialty Maximum

ADA
Code™  Service Description™ Dentist Reimbursement with
Copayment A Non-Plan Specialty
Dentist
03346 Retreatment of previous root canal therapy - anterior ... D0 230.00
D347 Retreatment of pravious root canal therapy - bicuspid.......ooocei, 52500 265.00
D3348 Retreatmant of previous root canal therapy - molar. ..o RPN wnn BABOG 345.00
03410 Apicoectornylperiradicliar SUTgery - anterior. ... D0 335.00
D3421 Apicoactomy/periradicular surgery - bicuspid {first roof) 28000 420.00
03425 Apicosctomy/pariradicular surgery - molar (FrsErogh) s B0 380.00
D3430 Retrograde fIlING - PBI TO0L ..ot bbb D0, 85.00
Periodontics
D4210 Gingivactomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces
PEE GQUAHTANE ..ot e 35500 195.00
D421 Gingivactomy or gingivoplasty - one fo three contiguous teeth or tooth bounded spaces
BB GUAARAME ..ot e 10000 65.00
04260 Osseous surgery {including flap entry and closure} - four or mere contiguous teeth ar
tooth bounded spaces par QUALFANT........... e s A5.00 e 395.00
D4261 Osseous surgery {including flap entry and closure) - one fo three contiguous teeth or
tooth bounded SPaces DET GUAMANL ..o e
D434 Periodontal scaling and root planing - four or more teeth per quadrant
D4342 Periodontal scaling and root planing - one to three teeth per quadrant
D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis..........icician 8OO0 50.0C
Oral Surgery
D7210 Surgical removal of erupted tooth reguiring elevation of muceperiosteal fiap and removal
ofHone andior SN OF DGR ...
07220 Removal of impacted 100t - SO HISSUB ...,
37230 Removal of impacted tooth - partially DONY .
07240 Removal of impacted tooth - completely hony oo
07241 Removal of impacted tooth - completely bony, with unusual surgical complications .
07250 Surgical removal of residual tooth roots (cutting procadUIe). ..o
D7310 Alvesloplasty in conjunction with extractions - four or more teeth or tosth spaces, per
GRUAATANE 11t e as s L e e 18000 s 70.00
D7320 Alvecioplasty not in conjunction with extractions -four or more teeth or tooth spaces,
DBF UBETANT .ottt e I 130.00
B7510 Incision and drainage of abscess - infraoral soft tissue 105.00
D7960 Frenutectomy (frenectomy or frenctomy} - separate procedure 185.00
Other Services
Dg241 Infravenous conscious sedation/analgesia - first 30 minutes 17000 115.00

This is a sample schedule only. It is not an Evidence of Coverage. Please see the Group Dental Service Agreement,
Evidence of Coverage, and Copayment Schedule, which determine all rights, benefits, and applicable limitations and
exclusions.

Listed copayments apply only to SB Specialty Dentists who perform the corresponding listed services. Plan Specialty Dentists may
not perform or offer all services listed. Availability and participation of S8 and Non-SB Plan Specialty Dentists are subject to

change.

*Current and prior versions of the Current Dental Terminclogy (CDT) codes (in the ADA Code column) and
descriptors (in the Service Description column) are copyrighted by the American Dental Association (ADA} and are
used by permission. Current Dental Terminology ® American Dental Association.

“**Sarvice does not have an American Dental Association Current Dental Terminology code or descriptor.

More often if medically necessary as determined by attending Plan Dentist.
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Learn more about the prepaid
dental plan being offered to you!

Your employer is offering you an attractive prepaid
dental plan. This Q&A will help provide you more
information about the plan being offered to you,

What is a prepaid plan?

With a prepaid plan you pay a monthly prepayment fee
plus you pay reduced fees calied “copayments” for
dental services provided. To receive the reduced fees
you must use a Plan Dentist selected at the fime of
enroliment,

What are copayments and where can | locate the
copayment schedule?

A copayment is the set fee that you pay to the Plan
Dentist at the time of treatment for covered services that
are being performed.

The copayment schedule is a listing of covered services
and copayments for your plan. The schedule is included
in the Evidence of Coverage. 1t is helpful to bring your
copayment scheduie to your dental appointment.

How do | select a Plan Dentist?

You should select your Plan Dentist when you enroll.
You can visit www.assurantemployeebenefits.com and
go to Provider Search or refer to your plan network
directory for a listing of Plan Dentists. On the web site
please choose the Heritage Series network listed on the
Provider Search page for provider {ook-up. Note that
your Plan Dentist must be a general dentist, not a
specialty dentist.

How long does it take to appear on the patient
list/roster of my Plan Dentist that | select at time of
enrollment?

If we receive your Plan Dentist selection by the 20th of
the month, you will appear on the roster the 1st of the
next month. If we receive the selection after the 20th,
you will appear on the roster the 1st day of the second
following month. If you are not listed on the roster,
please contact us at 800.443.2595.

Prepaid - page 9

How will the Plan Dentist know | am a patient?

The Plan Dentist receives a patient listing, called a
roster, from us each month that includes all members
who have chosen that individual as their dentist.

Please confirm at the time of making your appointment
with the Plan Dentist thaf vou are on the provider's
roster.

Can | change my Plan Dentist?

Yes, you can. To change your Plan Dentist, contact
Customer Service at 800.443.2995.

What if | choose to see a dentist other than my
selected Plan Dentist?

The costs will not be covered by your dental plan and
you will be responsibie for the full payment to the dentist.
This is why it is important for you to seek treatment from
your selected Plan Dentist.

if | have a dental emergency, do | need to see my
Plan Dentist?

First, contact your Plan Dentist to make an appointment.
If your Plan Dentist is unable to see you, you may seek
treatment from any licensed dentist in the United States,

Please be informed that the emergency benefit in yaur
ptan only covers procedures administered in a dentist’s
office or comparable facility to evaiuate and stabilize
conditions that are Dental Emergencies, as specified
{with a description of benefits payable) in the Evidence
of Coverage.

if | need to see a specialty dentist, how do | go about
finding a Plan Specialty Dentist in my area?

You may find a list of Plan Speciaity Dentists by looking
in the plan network directory, visiting the web site at
www._assurantemployeebenefits.com or calling
800.443.2995 for assistance. No referrais are necessary
from your Plan Dentist to seek freatment from a Plan
Speciaity Dentist.

What if | lose my Dental ID card or have a question
about my plan?

Contact Customer Service hy calling 800.443.2995.
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Limitations & Exclusions
Termination

Pre-existing Conditions
Limitations and exclusions apply with respect to the Member's oral conditions without regard to whether or not such
conditions existed before the effective date of the Member’s enroliment.

Limitations and Exclusions
Pian Benefits are not available for:

1.

w

10,
11.
12,
13

14.

Any services not specifically described in the Copayment Schedule (including but not limited to any hospital or
outpatient care facility cost associated with any dental service).

Any part of and dental service for which a charge is incurred before the effective date of the Member's enrollment.
Any dental service initiated after the Member's enroliment ends.

Services provided by Non-Plan Providers unless (a) for services of Non-Plan Speciaity Dentists as specifically
provided in the SPECIALTY DENTIST SERVICES section of the Copayment Schedule or (b) for Emergency
Services as specifically provided in the EMERGENCY PROCEDURES Article of the Evidence of Coverage.
Replacement of bridgework, dentures or other fixed or removable appliances unless (&} at least five years have
elapsed since such appliance was provided as a Plan Benefit, or (b) during that five-year period, appliance becomes
unusable and cannot be made usable due to the Member's illness or an accident involving damage to the appliance
while it is in use.

Replacement of dentures or other removable appliances due to (a) damage while not in use ar (b) loss or theft.

Oral reconstruction using fixed bridgework or other fixed appliances if the overall treatment plan to achieve complete
oral reconstruction involves the replacement of six or more teeth (whether those teeth are missing before freatment
beqins or are exiracted as part of the overall treatment plan}.

impiants or any related implant appliances, or surgery for the insertion of implants or any related imgplant appliances,
whether fixed or removable.

Surgical removal of implants or implant appliances, or any surgical or non-surgical services to adjust, repair, replace,
or treat any problem related to an existing impiant or implant appliance, whether fixed or removable.

Restorations or splints usad to increase vertical dimension, restore occlusion, or replace or stabilize tooth structure
lost by attrition.

Orthodontic treatment involving therapy for myofunctional problems, TMJ (temporomandibular joint) dysfunctions,
micrognathia, macroglossia, cleft palate or other growth and developmental abnormalities.

Orthodontic treatment associated with orthognathic surgery, whether the treatment precedes or follows the surgery.
Extractions of third melars (wisdom teeth) that are not symptomatic, whether or not the extractions follow the
completion of orthodontic treatment. Examples of symptomatic conditions include decay, odontogenic cysts, chronic
pericoronitis and infection.

Treatment of malignancies, neoplasms or cysts, including but not limited to biopsies.

Orthodontic Extractions

Extractions by a Plan Provider for solely orthodontic purposes are not subject to the fixed Copayments shown for
extractions in the Copayment Schedule. instead, such extractions are subject to charges reflecting a 25%
reduction from that Plan Provider's normat retall charges for such extractions.

Termination
The Member's enrollment may be terminated as stated in the TERMINATION article of the Evidence of Coverage.
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GROUP ENROLLMENT FORM
PLEASE PRINT CLEARLY IN BLUE OR BLACK INK

Group Name DEERPARK, CITY OF {PLAN C300} Group Number Effective Date
/ /
1 apply for the following coverage for myself and dependents, as listed.
HMO Plan
O Secure
Employee First Name w Last Name Y Date of Birth Facility ID #
: aF ! /
Employee Streel Address City State Zip Employee Social Secunty Number
Home Phone Work Fhane Division/Separtment/Class Dale of Hirg
| ) ( ) l !
Dependents to he included for coverage:
First Name Mi Last Name (if different) Relationship Sex Date of Birth Facility ID#
Spouse D M
WFE / /
Chiiglren] oM
QF f
Ll M
aF / /
g m
OF / /

Check any boxes that apply and follow instructions.
Are you covering more than three children? Please continue listing on additional Enrollment Forms.
Is the address of any child different than the member's? Show that child’s name & address on the back of this form.

Are you requesting coverage for dependent child over age 257 Furnish proof of incapacity within 31 days of the Effective Date.

|
0
O Are you requesting coverage for a dependent child other than a son or daughter? Forward legal custody paper.
a
C}

Check this box if you have a disability affecting your ability o communicate or read.
Please indicate your primary language by placing a check in the appropriate box: U English L Spanish { Other

L |elect not to have coverage for myself or my dependents and | hereby waive coverage under the above mentioned plans.

Signature: Date:

To the best of my knowledge and belief, each of the statements and answers supplied in this form is complete and true, and they
constitute the sole basis for, and are the inducement for, the issuance of any coverage. Please read the following and sign below.

The HMO Plan is provided by United Dental Care of Texas, Inc. and administered by Union Security Insurance Company.

| hereby apply for membership in this dental Plan for myself and for any eligible dependents listed above. 1| authorize the Group named
above to make deductions, if any, required as my contfribution. | agree, for myself and for any eligible dependents listed, to abide by
the rules and regulations of the Plan and the terms and conditions of the Group Dental Service Agreement. 1 authorize any licensed
dentist, physician, hespital or other health care provider to furnish United Dental Care of Texas, inc., Union Security Insurance
Company, and their affiliated dental companies with any requirad dentai or medical information, as permitted by law about myself and
any eligible dependents listed. | represent the information provided is true and carrect to the best of my knowledge. | further
understand that my coverage and benefits may be affected by failure to provide complete and accurate information. | will promptly
advise the Plan and my Group of any changses in this information. The authorization is not governed by HIPAA, however, when
necessary, | may be asked to execute a HIPAA authorization form, aliowing United Dental Care of Texas, Inc., Unicn Security
Insurance Company, and their affiliated dental companies to use and disclose protected heatth information.  IMPORTANT
WARNING: it is a crime to knowingly provide false, incomplete or misleading information te an insurance company for the
purpose of defrauding the company. Penalties include imprisonment, fines and denial of benefits.

Signature: Date:

BOC-ENR-TX KC4125BTX (2/2010)







Vision Discount Services

ACCESS PLAN

Your dental plan inciudes a vision discount plan through Vision Service Plan (VSP). The vision plan includes
discounts on exams (including contact lens exams) and the purchase of eyeglasses, sunglasses and other
prescription eyewear when provided by VSP doctors. VSP is available for you and everyone covered on your
dental plan!

Services Available from a VSP Doctor Other Valuable Features for You
« Eye Exams - 20% discouni applied to VSP « |Immediate savings when using a VSP
doctor's usual and customary fees for eye exams’ doctor

e Glasses — 20% discount appiied to VSP doctor's « You may use the discounts as often as you
ustal and customary fees for compiete pairs of wish
prescription glasses and spectacle lens options” e No waiting periods
¢« Contact Lenses — 15% discount off the contact e No deductibl
lens exam (fitting and evaluation)”. uctiales

« Laser VisionCare®™ — VSP has contracted with *  No claim forms to fill out

many of the nation's laser surgery facilities and
doctors, offering you a discount off PRK and LASIK
surgeries, available through contracted laser

centers
QOOOO.QD.000!‘000000‘0008..OOOO00..0.!00.00HOO..OOC.IOOG...D..'O..O‘.

How to Use VSP

Locate a VSP doctor near you. You may either use our Web-based doctor locator at www.vsp.com, or cali VSP at
800.877.7195 fo request a doctor listing.

Identify yourself as a VSP member and be prepared to provide the enrolled member’s social security number
when you make your appointment. (The VSP doctor will verify your eligibility and vision plan coverage, and will
obtain authorization for services and materials. If you are not currently eligible for services, the VSP doctor is
responsible for communicating this to you.}

Your fees are automatically reduced at the time of service — with no claim forms to fill out!

THIS VISION DISCOUNT PLAN IS NOT INSURANCE.

"Note: Does not apply to contact lens services, See contact lens seclion for applicable discount.
*Discounts only offered through the VSP doctor who provided an eye exam within the last 12 months.

VSP Member Services Support: 800.877.7195

Visit our Web site at www.vsp.com
WEP
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